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Abstract  A  31-year-old  man  was  referred  to  our  service  because  of  recurrent  hemosper-
mia over  the  last 4  years,  there  were  no other  symptoms  like  perineal  pain,  fever,  dysuria,
nocturia or  urgency;  this  patient  only  presented  hemospermia  with  clots.  Genital  examina-
tion was  normal.  Semen  analysis  showed  no  change  in  volume  and  pH;  however,  hemospermia
and asthenozoospermia  were  observed.  The  semen  culture  was  normal.  Ultrasonography  only
revealed the  presence  of  a  cystic  lesion  adjoining  the  prostate  gland,  next  to  the  bladder  neck.
The retrograde  urethrogram  was  normal.  The  CT scan  revealed  only  a  small  calcification  in  the
right seminal  vesicle.  Endoscopic  cistourethroscopy  demonstrated  2 cystic  dilatations  arising
on both  sides  of  the  prostate  gland  adjacent  to  the  bladder  neck,  behind  the  verumontanum
with vessels  running  over  the  surface  prostatic  cyst  dilatation.  The  diagnosis  of  prostatic  gland
cystic  dilatation  was  reached  and  confirmed  by  pathology  that  reported  fibroconnective  tissue
with fibrosis  and  hyalinization.  Transurethral  unroofing  of  the  cyst  was  performed  separately
with a  successful  outcome.
©  2015  Universidad  Autónoma  de Nuevo  León.  Published  by  Masson  Doyma  México  S.A.
This is an  open  access  article  under  the CC BY-NC-ND  license  (http://creativecommons.
org/licenses/by-nc-nd/4.0/).
Introduction
Prostatic  cysts,  although  an infrequent  diagnosis  in men,
are  usually  asymptomatic  and mostly  detected  incidentally
during  abdominal  or  transrectal  ultrasonography.  Etiologi-
cal  factors  include  chronic  prostatitis  as  a cause  of  lateral
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prostatic  cysts  and  congenital  disease  as  a cause  of  mid-
line  cysts.  Existent  scientific  publications  on  prostatic  cysts
are  mostly  isolated  case  reports,  which  highlights  their
uncommon  occurrence  and  even  lower  propensity  for caus-
ing symptoms.1 We report  a case  of a  benign  prostatic  cyst
with  hemospermia.
Case report
A young  31-year-old  male  was  presented  to  us  with  hemo-
spermia  with  a  duration  of  more  than  4 years.  Consecutive
hemospermia  was  present  in  each  ejaculation  with  abundant
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Figure  1  Cystoscopy  image.  Blood  vessels  are visible.
blood  clots.  There  were  no  others  symptoms  like  perineal
pain,  fever,  dysuria,  nocturia  or  urgency.  No urinary  tract
infection  or  prostatic  infection  was  reported.
Initial  evaluation  included  a urine  microscopic  analysis,
semen  culture,  and  a screening  abdominal  ultrasonography,
which  documented  the presence  of  a  prostatic  cyst.  A CT
scan  was  performed  to  evaluate  the seminal  vesicles  and  a
small  calcification  was  found in  the  right  seminal  vesicle  (not
shown).  His  sperm  count was  36  ×  106 sperm  per  milliliter
(normal  15  ×  106) with  109×  106 sperm  in the  total  count
(normal  39  ×  106),  the progressive  motility  was  55%  (nor-
mal  32%),  white  blood  cells  was  1 × 106 (normal  1  ×  106)  and
red blood  cells  were  abundant  (normal  0  ×  106).  After  the
surgery,  the  semen  analysis  parameters  were  sperm  count
33  ×  106 sperm  per  milliliter,  with  99  ×  106 sperm  in the
total  count,  the progressive  motility  was  54%,  white  blood
cells  was  1 ×  106,  and  red  blood  cells  0  ×  106. The  patient
was  initially  managed  with  antibiotic  therapy.  A retrograde
urethrogram  did  not  reveal any  communication  with  the
prostatic  cyst.
The  patient  underwent  cystoscopy  and  transurethral
resection  of  the  prostatic  cyst  (Fig.  1). Back  pressure
changes  were noted  in this case.  The  roof  of  the  cyst  was
resected  with  minimal  coagulation  under  direct  vision  with
a  wire  loop  to  marsupialize  the  cyst.  Care  was  taken  to  spare
the  bladder  neck  and  verumontanum  to  prevent  retrograde
ejaculation  (Fig.  2). The  resection  resulted  in drainage  of
a  clear  fluid.  Cold-cup  biopsies  taken  from  the  cyst  wall
revealed  non-urothelial  epithelium  with  no  preneoplastic
changes.  A 16  F Foley  catheter  was  placed overnight  and  the
patient  was  discharged  the  next  morning.  Follow-up  at one,
three  and  six months  demonstrated  unobstructed  urinary
flow  and  normal  ejaculation.
Discussion
Prostatic  cysts  include  the utricle  cyst,  the Müllerian  duct
cyst,  the  hemorrhagic  prostatic  cyst,  the hydatid  cyst,  and
cysts  associated  with  prostatitis.  Our  patient  had a lateral
cyst  near  the  bladder  neck  in the  right  side and  another  small
cyst  in the  left  side. He  was  concerned  about  his  hemosper-
mia, because  there  was  more  than  before  in  each  event and
this was  the  reason  he  came  to the hospital.  The  patient
Figure  2  Transurethral  resection:  (a)  before;  (b)  during;  (c)  post-resection.
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never  referred  to  pelvic  pain,  dysuria  or  perineal  pain;  his
only  symptom  was  hemospermia.  He  had  no  infertility  prob-
lem  (he had  2 children,  aged  6  and  4).  After the surgery  and
to  date,  he  has never  presented  hemospermia  again,  and
his  sperm  count  parameters  are  normal.  Some  cysts  are pri-
marily  prostatic  glandular  in origin  and are acquired  later
in  life.  Most  lateral  prostatic  cysts  are  related  to  chronic
prostatitis.2,3 Symptomatic  prostatic  cysts  are a  cause  of
chronic  pelvic  pain,  upper  or  lower  urinary  tract  infection
(UTI),  infertility,  hemospermia  and, rarely,  malignancy.4--6 In
our  case  the  only  symptom  was  hemospermia,  no  infertility
and  no  pelvic  or  perineal  pain  were  present.
Some  therapeutic  options  for  managing  prostatic  cysts
include  transrectal  aspiration  with  or  without  sclerother-
apy,  transurethral  marsupialization,  and  open  surgery.
Some  authors  report  durable  recurrence-free  results  in a
series  of  patients  with  medial  prostatic  cysts  treated  with
transurethral  incision.4,7 We treated  this  patient  by  means
of  a  transurethral  marsupialization  and fulguration  of  the
vessels.  This  lead  to  full  recuperation,  and the patient  was
discharged  the next  day without  pain  and  he  had an unevent-
ful recovery.
Valuable  information  was  obtained  by  performing  a cis-
tourethroscopy,  demonstrating  that  the  vessels  ran over the
cyst,  which  is  by  itself  an unusual  finding.  This  was  important
because  hemospermia  is  usually  treated  only  with  antibi-
otics.  In our  case,  the  solution  was  marsupialization  of  the
cyst  and  fulguration  of  the dilated  vessels.
Conflicts  of  interest
The  authors  have no  conflicts  of interest  to  declare.
Funding
No  financial  support  was  provided.
References
1.  Saha B, Sinha RK, Mukherjee S, et  al. Midline prostatic cyst in
a young man with lower urinary tract symptoms. BMJ Case Rep.
2014, http://dx.doi.org/10.1136/bcr-2014-207816.
2. Issa MM, Kalish J, Petros JA. Clinical features and management
of anterior intraurethral prostatic cyst. Urology. 1999;54:923.
3.  Tamaki M,  Isogawa Y, Ohmori K. A case of  prostatic cyst. Hinyokika
Kiyo. 1994;40:537--40.
4.  Dik P, Lock TM, Schrier BP, et al. Transurethral marsupialization of
a medial prostatic cyst in patients with prostatitis-like symptoms.
J Urol. 1996;155:1301--4.
5.  Xing JP, Dang JG, Wu  D, et  al. Papillary cystadenoma in a mul-
lerian duct cyst: report of  a case with review of  literature.
Zhonghua Nan  Ke Xue. 2006;12:218--21.
6.  Etherington RJ, Clements R, Griffiths GJ, et al. Transrectal
ultrasound in the investigation of hematospermia. Clin Radiol.
1990;41:175--7.
7.  Jarow JP.  Diagnosis and management of ejaculatory duct obstruc-
tion. Tech Urol. 1996;2:79--85.
Documento descargado de http://www.elsevier.es el 24-08-2016
